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NOTICE OF PRIVACY PRACTICES

This notice describes how health information about you (as a patient of this 
practice) may be used and disclosed, and how you can get access to your health 
information.  This is required by the practice the Privacy Regulations created as a 
result of the Health Insurance Portability and Accountability Act of 1996 (HIPPA).
     
OUR COMMITMENT TO YOUR PRIVACY

Our practice is dedicated to maintaining the privacy of your health information.  We 
are required by law to maintain the confidentiality of your health information.  

We realize that these laws are complicated, but we must provide you with the 
following important information:

USE AND DISCLOSURE OF YOUR HEALTH INFORMATION IN CERTAIN SPECIAL 
CIRCUMSTANCES

The following circumstances may require us to use or disclosed your health 
information:

1. To public health authorities and health oversight agencies that are 
authorized by law to collect information.

2. Lawsuits and similar proceedings in response to a court or administrative 
order.

3. If required by a law enforcement official.
4. When necessary to reduce or prevent a series threat to your health and 

safety or the health and safety of another individual or the public.  We will 
only make disclosures to a person or organization able to help prevent the 
threat.

5. If you are a member of U.S. or foreign military forces (including veterans) 
and if required by the appropriate authorities.

6. To federal officials for intelligence and national security activities authorized 
by law.  

7. To correctional institutions or law enforcement officials if you are an inmate 
or under the custody of a law enforcement official.

8. For Workers’ Compensation and similar programs.



YOUR RIGHTS REGARDING YOUR HEALTH INFORMATION
1. Communications: You can request that our practice communicate with you 

about your health and related issues in a particular manner or at a certain 
location.  For instance, you may ask that we contact you at home rather than 
work.  We will accommodate reasonable requests.

2. You can request a restriction in our use or disclosure of your health 
information for treatment, payment, or health care operations.  Additionally, 
you have the right to request that we restrict our disclosure of your health 
information to only certain individuals invoiced in your care or the payment 
for your care, such as family members and friends.  We are not required to 
agree to your request; however, if we do agree, we are bound by our 
agreement except when otherwise required by law, in emergencies, or when 
the information is necessary to treat you.

3. You have the right to inspect and obtain a copy of the health information that 
may be used to make decisions about you, including patient medical records 
and billing records, but not including psychotherapy notes.  You must submit 
your request in writing to David K. Chow, M.D., 1830 Town Center Drive, 
Suite 210, Reston, VA 20190, (703) 478-3000 for additional information.

4. You may ask us to amend your health information if you believe it is 
incorrect or incomplete, and as long s the information is kept by or for our 
practice.  To request an amendment, your request must be made in writing 
and submitted to David K. Chow, M.D. 1830 Town Center Drive, Suite 210, 
Reston, VA 20190, (703) 478-3000 for additional information.  You must 
provide us with a reason that supports your request for amendment.

5. Right to a copy of this notice: You are entitled to receive a copy of the Notice 
of Privacy Practices.  You may ask us to give you a copy of this notice at any 
time.  To obtain a copy of this notice, contact our front desk staff at (703) 
478-3000.

6. Right to file a complaint: If you believe that your privacy rights have been 
violated, you may file a complaint with our practice or with the Secretary of 
the Department of Health and Human Services. To file a complaint with our 
practice, contact David K. Chow, M.D., 1830 Town Center Drive, Suite 210, 
Reston, VA 20190, (703) 478-3000 for additional information. All complaints 
must be submitted in writing.  You will not be penalized for filing a 
complaint.

7. Right to provide an authorization for other uses and disclosures: Our practice 
will obtain your written authorization for uses and disclosures that are not 
identified by this notice or permitted by applicable law.

If you have any questions regarding this notice or health information privacy 
policies, please contact David K. Chow, M.D., 1830 Town Center Drive, Suite 210, 
Reston, VA 20190, (703) 478-3000 for additional information.



NOTICE OF PRIVACY PRACTICES

I, patient, hereby acknowledge that I have been presented with a copy of David K. 
Chow, M.D.’s Notice of Privacy Practices

I have been presented with a copy of the Notice of Privacy Practices detailing how 
my health information may be used and disclosed as permitted under federal and 
state law, and outlining my rights regarding my health information.

I have read and understand the Notice of Privacy Practices regarding Health 
Insurance Portability & Accountability Act (HIPAA) Privacy Rules as it pertains to 
my Protected Health Information (PHI).

_______________________________________   _______________________________________
Signature Date 

_______________________________________
Patient Name (please print) 

If you wish to have any Protected Health Information released to someone other 
than yourself, please indicate in writing the name and relationship below.

_______________________________________ _______________________________________
Name of Individual Relationship

IF YOU WISH TO HAVE MESSAGES LEFT FOR YOU REGARDING APPOINTMENTS,
PLEASE INDICATE IN WRITING BELOW:

_____ I authorize Dr. Chow or his staff to leave messages for me at home.

_____ I authorize Dr. Chow or his staff to leave messages for me at work.

For more information or to file a written complaint, you may contact our practice at 
the following address:

1830 Town Center Drive
Suite 210

Reston, VA 20190
The following address is for more information about HIPAA or to file a complaint.

Secretary of Health and Human Services
The U.S. Department of Health and Human Services

Office of Civil Rights
200 Independence Avenue, SW

Washington, D.C. 20201
(202) 619-0257 or Toll Free (877) 696-6775
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OFFICE FINANCIAL POLICY

We are committed to providing you with the best possible care. If you have medical 
insurance, we are anxious to help you receive your maximum allowable benefits.  In 
order to achieve these goals, we need your assistance and your understanding of 
our payment policy.  

Any co-payment for services is due at the time services are rendered unless 
payment arrangements have been approved in advance by our staff.  We accept 
cash, checks, VISA, MasterCard, and Discover.  We will be happy to help you process 
your insurance claim for your reimbursement. Our office will directly submit 
payment for surgical procedures or medical services done at a hospital to the 
patient’s insurance carrier. Payment will be due from the insurance carrier within 
30 business days. If we do not hear from your insurance company within 30 
business days, the full amount of the bill will become your responsibility.  Returned 
checks and balances older than 30 days may be subject to additional collection fees 
and interest charges of 1% per month or 12% per annum. There will be a $25.00 fee 
for returned checks due to insufficient funds.

We will gladly discuss your proposed treatment and answer any questions relating 
to your insurance.  You must realize, however, that:

1) Your insurance is a contract between you, your employer, and the insurance 
company.  We are not party to that contract.

2) Our fees are generally considered to fall within the acceptable range by most 
companies, and, therefore, are covered up to the maximum allowance 
determined by each carrier.  Thus, most companies consider our fees usual, 
customary, and reasonable.  This statement does not apply to companies who
reimburse based on an arbitrary “schedule” of fees, which bears no 
relationship to the current standard and cost of care in this area, such as 
HMO’s and PPO’s.

3) Not all services are a covered benefit in all contracts.  Some insurance 
companies arbitrarily select certain services they will not cover.  You will be 
billed directly for any non-covered services.

While the filing of insurance claims is a courtesy that we extend to our patients, all 
charges are your responsibility from the date the services are rendered.  We realize 
that temporary financial problems may affect timely payment of your account.  If 



such problems do arise, we encourage you to contact us promptly for assistance in 
the management of your account.  

If you have any questions about the above information or any uncertain regarding 
insurance coverage, please do not hesitate to contact us.  We are here to help you.

I, patient, have read and understand the above financial policy and agree to 
abide by its terms.  I authorize payment of medical benefits to myself or the 
named provider for services rendered, as well as release of any medical 
information necessary to process all medical claims. 

_________________________________________ ________________________________
SIGNATURE DATE

**REFERRALS**
WE MUST EMPHASIZE THAT, AS MEDICAL CARE PROVIDERS, OUR RELATIONSHIP IS 
WITH YOU, NOT YOUR INSURANCE COMPANY.  THEREFORE, IT IS _YOUR) 
RESPONSIBILITY TO ENSURE ANY REFERRAL THAT MAY BE REQUIRED AT THE 
TIME OF YOUR VISIT IS OBTAINED.  IT IS ALSO YOUR RESPONSIBILITY TO KEEP 
TRACK OF THE NUMBER OF VISITS AVAILABLE AND THE EXPIRATION DATE OF THE 
REFERRAL.  IT IS NOT THE RESPONSIBILITY OF THE OFFICE STATFF TO CALL AND 
OBTAIN REFERRALS.  IF YOU WISH TO BE SEEN WUTHOUT THE NECESSARY 
REFERRAL, YOU MAY PAY CASH AS WELL.

I HAVE READ THE ABOVE INFORMATION PERTAINING TO SPECIFICALLY REFERALS 
AND UNDERSTAND   ________ (PLEASE INITIAL)




